ABSTRACT
INTRODUCTION V
ETERANS OF THE U.S. ARMED FORCES, who represent approximately 13% of the population, 1 account for approximately 28% of American deaths. 2 Approximately 1800 of the approximately 25 million veterans die daily (approximately 675,000 per year) and the number is increasing every year. 3 Approximately 15% of veterans enroll in health care services with the Veterans Health Administration (VA). 4 Of those who enroll for VA health care services, 79% die outside of VA facilities and little is known about the circumstances of their death. Of the 21% who die within VA settings, 64% die in acute care settings and 34% die in extended care settings including hospice. 2 Of veterans, 37% are over age 65 compared to 13% of the general population. 3, 5 Age has been found to be associated with end-of-life preferences. [6] [7] [8] End-of-life preferences have been reported to vary with gender, 6, 7, 9, 10 and while the number of women in the military is increasing, the majority of veterans (94%) are male. 7, 11 Approximately 16% of all veterans are minorities and minority veterans are more likely to use the VA for care than whites. 12 Many terminally ill veterans treated at VA hospitals are of lower socioeconomic status (SES) (with the median annual income of enrolled veterans that die being $10,000 and 25% having no income). 2 Approximately 65% of veteran inpatients who die are not married 2 and many have poor support systems that can result in psychological distress, 13 depression, [14] [15] [16] [17] [18] [19] and hospitalization. 20 It has been speculated that exposure to combat-related life-threatening situations may influence veterans' end-of-life preferences. 21 Veterans in general are more likely than the U.S. population to be older, males, and have experienced combat exposure that may be associated with end-of-life preferences. [6] [7] [8] [9] [10] 21 Yet no studies have been reported that have compared the distinct end-of-life preferences of veterans to those of nonveterans. This pilot study used both focus group and survey methodology to compare selected end-of-life preferences of veterans to nonveterans.
METHODS
This investigation was part of a study designed to compare end-of-life preferences among different racial/ethnic/cultural groups. Ten, 2-hour long focus groups stratified by race/ethnicity and gender were conducted. The participants were also asked to pretest an end-of-life survey. During the conduct of the focus groups, it became apparent that the veterans had unique opinions about end-of-life care. Hence, further analyses were conducted to understand the end-of-life preferences of veterans. Institutional Review Board approval was obtained from the University of Michigan and the VA Ann Arbor Healthcare System.
Sample and setting
A professional marketing firm recruited participants and conducted the focus groups, which were observed by the research team. Inclusion criteria were residents of Southeastern Michigan who: (1) screened positive on the focus group "screener" (short survey) for one of the targeted racial/ethnic/cultural groups (Arab Muslims, Arab Christians, Hispanic/Latinos, blacks, and whites); (2) were over 49 years old; (3) were English speaking; and (4) had no obvious unstable psychiatric signs or symptoms (e.g., confused as to person, place or time, ongoing hallucinations, etc.). The focus group screener was used to recruit a purposive (nonprobability) sample characterized by a variety of factors that may influence end-of-life preferences including information on educational level, religion, and previous experiences with death and dying. "Professional respondents" who may lead or monopolize the discussion were excluded if they had participated in a focus group within the last year. These are standard recruitment procedures for focus groups. 22, 23 Procedures Using a moderator discussion guide (outline), the facilitator presented for discussion in the following order: (1) slides; (2) trade-off scenarios; (3) a concept sorting exercise; and (4) issues of discrimination/prejudice. Some examples of the slides used included images of someone on a respirator, clergy visiting a patient, and a picture of Dr. Kevorkian. For those concepts that could not be effectively communicated by pictures, verbal scenarios of end-of-life situations were presented. For example, one of the verbal trade-off scenarios used was:
You are experiencing extreme pain, but when you take pain medication you are no longer alert. Would you rather take pain medication and be pain free even if it meant sleeping most of the time?
Next, participants were asked to participate in a card-sort exercise. For this exercise, 38 end-oflife concepts derived from the literature were placed on index cards (e.g., physician communication, not being a burden, avoiding nursing home). The moderator read each concept out loud to the group and asked participants, based on their personal opinions, to sort each card into one of four "hats" that classified the concept as: very important; important; no consensus; and not important. If the group had mixed opinions, the concept was placed in the no-consensus hat. Very important and important concepts were grouped together. Sorting the concepts into hats stimulated the respondents to discuss end-of-life concepts. Because a primary purpose of focus groups is to generate concepts that might be missed by researchers, 24 with each successive focus group, new concepts (11) that emerged were added to the pile of cards. After the concept sorting exercise, participants were asked to discuss any discrimination/prejudice that they have experienced related to end-of-life care.
The take-home questionnaire asked about demographic information and end-of-life issues. Participants self identified their ethnicity and race using the U.S. Census Bureau two-tiered question and cultural affiliation was measured on a fivepoint scale by asking respondents previously tested questions about connectedness to their cultural group. End-of-life questions were derived from the literature, end-of-life trade-off scenarios, and previously used questionnaires. 21, 25 The survey results served as participant verification (validity) of the focus group results. 26 
Data analysis
The NUD•IST™ software program (Scolari/ Sage Publications Software, Newbury Park, CA) was used for the qualitative analysis. The focus group tapes were transcribed and coded by an independent reviewer from the focus group firm. Three researchers independently reviewed the transcripts and identified themes. The researchers compared their findings and identified themes common to each group. The themes from each group were compared and contrasted on a spread sheet. Quantitative data analyses of the pretest surveys were conducted using the SAS statistical program (SAS Institute Inc., Cary, NC). Univariate and bivariate analyses were conducted on the survey results to determine differences between groups using means, frequencies, 2 , and Fisher's exact tests. Because the sample size was small and the survey was a pretest, results were given for significant differences p Ͻ 0.10. Using triangulation, comparisons were made between the concepts and themes identified in the focus group discussions and survey.
RESULTS
There were 73 focus group participants across the 10 groups ranging from 4 to 9 participants per group. The mean age of the focus group participants was 67 (standard deviation [SD] 8.5; range, 50-83 years). Of the 73 focus group participants, 62 completed and returned the pilot survey (by mail) for a return rate of 85%. There were 28 males and 34 females who returned surveys. Of the 5 racial/ethnic/cultural groups, there were 5 Arab Muslims, 14 Arab Christians, 14 Hispanic/Latinos, 14 blacks, and 15 whites. Most (87%) of the participants were married. Only 21% had a high school education or less, while the rest had some college. Most (64%) were Catholic, 29% were Protestant, and 7% were Muslim.
Of those who returned surveys, 24% (n ϭ 15) were veterans. The veterans ranged across all the racial/ethnic/cultural groups (1 Arab Muslim, 3 Arab Christians, 1 Hispanic, 5 blacks, and 5 whites). Three of the veterans served in World War II only, 5 served during Korea only, 5 served during Viet Nam only, 1 served in World War II, Korea, and Viet Nam, and 1 served during preViet Nam peace time (1958) (1959) (1960) . Compared to nonveterans, veterans were more likely to be married (p Ͻ 0.05), and less likely to be connected to their cultural group (p Ͻ 0.05), be bilingual (p Ͻ 0.10), and celebrate cultural holidays (p Ͻ 0.10). There were no significant differences between veterans and nonveterans on questions related to age, educational status, religion, and spirituality.
Four veterans had been involved in active combat and two noted on the survey that this experience changed their end-of-life preferences. Some comments from veterans during the focus groups follow: 
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we are not our maker. We try to be like him, but we fall short. I retired from the military. And everyone that I saw that was wounded . . . in the heat of the fight, you see a guy gut shot, he'll holler, I don't want to die. Everyone that I've seen and had to help or assist in some way, I don't want to die, I don't want to die. All we can do is pray for him and introduce him to the Lord in his condition, like he wasn't going to live no way.
I go along with what they're saying about God has the right and he's the only one who should have that decision, but I also disagree because God is here in a sense but he's not here in another sense. We have to decide sometimes what we want for ourselves or for our loved ones or whatever. And we have to hope that it meets with God's approval. If it doesn't then we'll hear about it later.
Survey results indicated differences in end-oflife preferences between veterans and nonveterans. Compared to nonveterans, veterans were in favor of do-not-resuscitate (DNR) orders (p Ͻ 0.10). However, veterans were less likely than nonveterans to have a proxy (p Ͻ 0.10) or a durable power of attorney (p Ͻ 0.01). Veterans felt more strongly than nonveterans that their doctors should be frank and open (p Ͻ 0.05). More so than nonveterans, veterans did not feel strongly about being with friends (p Ͻ 0.01), being listened to (p Ͻ 0.05), remembering personal accomplishments (p Ͻ 0.05), or feeling comfortable with their nurse (p Ͻ 0.05), but did want to be around their pets at the end of life (p Ͻ 0.10). There were no significant differences between veterans and nonveterans related to specific treatment preferences, dying at home versus other settings, assisted suicide, making end-of-life decisions, and facing threatening illnesses (Table 1) .
DISCUSSION
Because veterans may have experience with end-of-life issues (such as combat exposure), it is not surprising that we found distinct preferences related to not wanting heroic measures to prolong life. However, the veterans in this study were less likely than others to have measures in place to carry out their wishes. While the reasons for this are unclear, persons not having advanced directives have been shown to prefer relying on family members or lack knowledge about filling out advance directives. 27 Encouraging veterans to talk with their families and/or significant others and exploring advance directives and durable powers of attorney should be done while the veteran is still cognizant enough to understand options. Similar to another study, 28 the veterans in this study felt that communicating with one's physician and preparation for death were important. Open communication with physicians should be encouraged including treatment options, side effects, pain control, and quality of life.
The veterans in this study were less likely than nonveterans to prefer to share time with friends, prefer to be listened to, prefer to remember personal accomplishments, or prefer to be comfortable with their nurse than were nonveterans and may be more socially isolated than nonveterans. Moreover, the veterans in this study were less connected to their cultural group and less likely to be bilingual, suggesting that they are more acculturated (assimilated into mainstream American culture) than others. For veterans, having pets available may be a great source of comfort for those who have experienced combat exposure and feel disconnected from their culture. Veterans may identify closely with their military experience. "Veteran identity" is defined as a selfconcept derived from military service and is strongly associated with black and Hispanic/ Latino ethnicity. 12 While the veterans in this study did not differ from nonveterans in relation to treatment preferences or dying in the hospital versus home, hospital intensive care unit deaths in the VA in 2001 were 35% compared to 17% among Medicare participants. 2 The VA has made considerable efforts to improve end-of-life care for veterans. Nationwide, nearly two thirds of inpatient veterans deemed appropriate for advanced care planning have discussed preferences with their clinician. 29 Hospice services are now a guaranteed benefit and educating veterans about hospice may increase access to these services.
Limitations of the study
The major limitation of this pilot study was the small sample size and purposive sample, which was the trade-off for the rich content received from the focus groups. A larger, randomized study planned in the future would provide information that is more generalizable and allow for multivariate analyses. Because it was crosssectional, this study did not look at changes in end-of-life preferences over time. While the majority of veterans are male, the lack of female veterans in this study may cause a gender bias. The focus group facilitators were white, which may have limited conversation in some groups. Because minorities were oversampled, they were overrepresented, which is both a strength and weakness of the study. Caution should be taken not to generalize and stereotype veterans recognizing that individual preferences supersede group norms. The sample was small and therefore results are not generalizable to the general population. Moreover, individuals may vary markedly within groups, so it cannot be assumed that every person within a particular group will prefer the care that is generally preferred by their self-identified group.
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